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Summary  Therapeutic  patient  education  programmes  on  heart  failure  have  been  widely  pro-
posed for  many  years  for  heart  failure  patients,  but  their  efﬁciency  remains  questionable,
partly because  most  articles  lack  a  precise  programme  description,  which  makes  comparative
analysis of  the  studies  difﬁcult.  To  analyse  the  degree  of  precision  in  describing  therapeu-
tic patient  education  programmes  in  recent  randomized  controlled  trials.  Three  major  recentprogrammes;
Literature  review
recommendations  on  therapeutic  patient  education  in  heart  failure  inspired  us  to  compile  a
list of  23  relevant  items  that  an  ‘ideal’  description  of  a  therapeutic  patient  education  pro-
gramme should  contain.  To  discover  the  extent  to  which  recent  studies  into  therapeutic  patient
education in  heart  failure  included  these  items,  we  analysed  19  randomized  controlled  trials
among 448  articles  published  in  this  ﬁeld  from  2005  to  2012.  The  major  elements  required
Abbreviations: HF, heart failure; RCT, randomized controlled trial; TPE, therapeutic patient education; WHO, World Health Organization.
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to  describe  a  therapeutic  patient  education  programme  were  present,  but  some  other  very
important pieces  of  information  were  missing  in  most  of  the  studies  we  analysed:  the  patient’s
educational  needs,  health  literacy,  projects,  expectations  regarding  therapeutic  patient  edu-
cation and  psychosocial  status;  the  educational  methodology  used;  outcomes  evaluation;  and
follow-up strategies.  Research  into  how  therapeutic  patient  education  can  help  heart  failure
patients will  be  improved  if  more  precise  descriptions  of  patients,  educational  methodology
and evaluation  protocols  are  given  by  authors,  ideally  in  a  standardized  format.
© 2014  Elsevier  Masson  SAS.  All  rights  reserved.
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Résumé  L’efﬁcience  des  programmes  d’éducation  thérapeutique  (ETP)  dans  l’insufﬁsance
cardiaque  (IC)  est  encore  discutée  ;  la  description  insufﬁsamment  précise  des  programmes  dans
la plupart  des  articles  rend  plus  difﬁcile  l’analyse  comparative  des  études.  Analyser  le  degré  de
précision dans  la  description  des  programmes  d’ETP  issus  d’études  randomisées  récentes.  En
s’inspirant  de  trois  recommandations  internationales  récentes  sur  l’ETP  dans  l’IC,  nous  avons
constitué  une  liste  de  23  critères  de  précision  qu’une  description  idéale  d’un  programme  d’ETP
devrait comporter.  Pour  vériﬁer  si  ces  critères  étaient  présents  dans  la  littérature  récente
(2005—2012),  nous  avons  analysé  19  études  randomisées  contrôlées  portant  sur  l’ETP  dans
l’IC. Bien  que  la  plupart  des  éléments  descriptifs  des  programmes  d’ETP  soient  présents,  nous
avons repéré  des  lacunes  d’information  dans  les  études  concernant  les  besoins  d’éducation  des
patients, leur  litéracie  en  santé,  leurs  attentes  vis-à-vis  de  l’ETP,  leurs  projets  et  leur  statut
psycho social.  La  description  de  la  méthodologie  éducative,  comme  celle  de  l’évaluation  des
résultats font  souvent  défaut,  ainsi  que  les  stratégies  de  suivi.  La  recherche  sur  l’efﬁcience
de l’ETP  dans  l’IC  pourrait  être  améliorée  si  la  description  des  patients,  des  méthodologies
pédagogiques,  d’évaluation  et  de  suivi  utilisées  étaient  décrites  de  fac¸on  plus  complète  et  plus
précise. Une  standardisation  des  critères  de  précision  des  études  pourrait  s’avérer  utile.
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heart  failure:  a  scientiﬁc  statement  from  the  American© 2014  Elsevier  Masson  SAS.
Background
Heart  failure  (HF)  is  a  very  common  and  severe  heart  dis-
ease  that  affects  2—4%  of  the  population,  according  to  the
World  Health  Organization  (WHO),  with  a  growing  annual
incidence  [1,2],  a  poor  prognosis  and  an  estimated  survival
rate  of  30%  at  5  years.  Important  clinical  and  psychoso-
cial  repercussions,  high  costs  and  high  hospitalization  rates
(>  175,000  days  of  hospitalization  in  France  in  2008  [3])  are
signiﬁcant  consequences.  Beyond  the  availability  of  new,
sophisticated  therapies,  HF  patient  education  has  proven
its  efﬁcacy  in  reducing  hospitalizations  and  even,  as  demon-
strated  in  recent  publications,  all  causes  of  mortality  [4—6].
There  is  growing  evidence  that  patient  education  in  ‘HF
self-care’  decreases  HF  morbidity  and  mortality  [7],  lowers
hospital  readmission  rates  and  improves  quality  of  life  [7].
In  fact,  patient  education  programmes  (called  therapeutic
patient  education  [TPE]  since  the  1998  WHO  report)  on  HF
have  been  widely  proposed  for  many  years  for  HF  patients,
in  many  formats  and  in  various  settings.  Despite  proof  of  the
efﬁcacy  of  TPE,  its  use  in  HF  is  less  frequent  than  expected.
Studies  on  TPE  in  HF  show  different  effects  and  outcomes,
making  it  difﬁcult  to  draw  conclusions  about  its  efﬁcacy  and
efﬁciency.  The  efﬁciency  of  TPE  programmes  is  particularly
questionable,  as  the  large  variety  of  programmes  differ  from
one  another  in  format  and  educational  strategies  [8]; this
is  also  largely  due  to  the  lack  of  a  precise  description  of
the  programmes  and  intervention  procedures  in  most  arti-
cles.  Several  authors  [7,9—12]  have  recognized  that  this  lack
makes  reproducibility  of  the  initial  publication  and  appro-
priation  of  the  educational  programme  by  other  clinicians
•s  droits  réservés.
roblematic.  Hence,  comparative  analysis  of  ‘positive’  and
negative’  studies  is  particularly  difﬁcult.
According  to  Austin  [9], ‘the  published  descriptions  of
ducational  interventions  could  be  improved  and  provided
n  a  standardized  format  so  that  the  evidence  can  be  system-
tically  assessed’.  This  lack  of  description  concerns  not  only
tudies  on  TPE  in  the  ﬁeld  of  HF;  it  has  already  been  high-
ighted  for  publications  on  other  chronic  diseases  [13—18].
Taking  into  account  this  observation  and  those  in  the  lit-
rature  [11,19,20],  we  analysed  the  principal  publications
n  TPE  in  the  ﬁeld  of  HF,  to  identify  the  main  elements  that
llow  evaluation  of  the  methodology  used,  as  recommended
n  evidence-based  medicine,  and  to  facilitate  ownership  of
he  TPE  programme,  in  negative  and  positive  trials.  Then,
e  analysed  the  key  points  that  would  improve  the  descrip-
ion  of  a  TPE  programme  and  its  evaluation,  making  study
omparison  easier  and  helping  to  identify  in  the  studies  on
PE  in  HF  (and  in  other  chronic  diseases  and  conditions)  the
fﬁciency  factors  that  are  important  for  future  research.
ethods
tarting  in  March  2012,  we  based  our  work  on  three  recent
ajor  recommendations  on  TPE  in  the  HF  ﬁeld:
‘state  of  the  science:  promoting  self-care  in  persons  withHeart  Association’  [20];
‘therapeutic  education  in  patients  with  chronic  heart
failure:  proposal  for  a  multiprofessional  structured
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programme,  by  a  French  Task  Force  under  the  auspices
of  the  French  Society  of  Cardiology’  [19];
‘self-care  management  of  heart  failure:  practical  recom-
mendations  from  the  Patient  Care  Committee  of  the  Heart
Failure  Association  of  the  European  Society  of  Cardiology’
[21].
These  recommendations  inspired  us  to  compile  a  list  of
he  most  relevant  items  (precision  criteria),  identiﬁed  on
 clinical  and  educational  basis,  that  an  ‘ideal’  description
f  a  TPE  programme  should  contain  (Table  1).  Our  proposed
ist  of  precision  criteria  for  studies  on  TPE  in  HF  derives
rom  a  written  consensus  between  all  the  authors.  The  list
as  23  key  items  divided  into  four  sections:  patient  charac-
eristics;  competencies  that  the  patients  are  expected  to
cquire;  intervention  modalities;  and  evaluation  and  out-
omes  measures.
The  ﬁrst  section  (seven  items)  focuses  on  patient  char-
cteristics.  Beyond  the  usual  description  of  a  patient
opulation  (mean  age,  sex  ratio,  clinical  status,  etc.),  it
ddresses  cognitive  and  cultural  characteristics,  the  edu-
ational  needs  of  the  patient  in  relation  to  HF  and  ‘health
iteracy’,  deﬁned  as  ‘the  ability  to  read  and  understand  pre-
criptions,  medication  instructions,  appointment  cards  and
ealth  materials,  and  to  process  and  understand  basic  health
nformation  and  services  in  order  to  function  successfully  in
he  patient  role  and  to  make  effective  health  decisions’  [22].
The  second  section  (four  items)  describes  the  educational
ims  and/or  topics  of  the  TPE  programme,  in  the  ﬁelds  of
nowledge,  self-management,  healthy  behaviours  and  psy-
hological  and  social  functioning.
The  third  section  (seven  items)  lists  the  quality  criteria
oncerning  the  intervention  characteristics:  programme  for-
at;  programme  size;  educational  techniques;  educational
aterials;  educators;  TPR  settings  and  the  theories  on  which
he  interventions  are  based.
The  fourth  section  (ﬁve  items)  contains  the  criteria
elated  to  measurement  of  outcomes  (clinical,  educational,
sychosocial  and  economical)  and  TPE  programme  follow-up
duration  and  type).
Then,  in  order  to  ﬁnd  out  to  what  extent  recent  studies
n  TPE  in  HF  included  these  items,  we  analysed  litera-
ure  available  on  PubMed,  the  Cochrane  central  database,
sycINFO,  ScienceDirect,  Refdoc,  EM-consulte  and  Scopus.
or  each  database,  we  used  the  same  search  strategy  in  the
elds  keywords/title/abstract:  (‘heart  failure’  or  ‘myocar-
ial  failure’  or  ‘heart  decompensation’)  and  (‘patient
ducation’  or  ‘self  care’  or  ‘self  management’  or  ‘self-
dministration’  or  ‘self-monitoring’  or  ‘self-medication’  or
education  programme’).  Limits  were:  ‘randomized  con-
rolled  trial’  [article  type]  and  ‘2005—2012′ [publication
ate].
After  eliminating  duplicate  studies  (23%  of  the  total  num-
er  of  studies),  we  identiﬁed  448  articles  published  between
005  and  2012,  and  from  these  we  selected  49  articles  that
et  the  following  eligibility  criteria:  written  in  English  or
rench;  and  related  to  TPE  programmes  in  HF  (in  which  the
ducative  intervention,  aimed  at  patients  and  their  fam-
ly,  was  described  in  detail).  We  excluded  studies  in  which
atient  education  methodology  was  not  described  clearly.
As  pointed  out  by  the  recommendations  of  American
eart  Association  [20],  convincing  arguments  regarding  the
s
[
tM.G.  Albano  et  al.
ffects  of  TPE  in  HF  should  emerge  from  high-quality  ran-
omized  controlled  trials  (RCTs).  For  this  reason,  we  decided
o  restrict  our  analysis  to  the  22  RCTs  among  the  49  studies.
e  excluded  one  RCT  in  which  TPE  was  not  the  main  inter-
ention,  one  RCT  that  did  not  report  ﬁnal  data  and  one  RCT
here  the  TPE  was  strictly  limited  to  a  teaching  interven-
ion  that  was  too  short  (<  1  hour)  to  be  considered  as  a  TPE
rogramme,  according  to  Jourdain  et  al.  [19].  Finally,  we
imited  our  analysis  to  19  RCTs  (Fig.  1).
Each  study  was  reviewed  independently  by  three  review-
rs,  who  analysed  them  using  the  list  of  precision  criteria  for
tudies  on  TPE  in  HF  (Table  1).  The  agreement  rate  between
he  reviewers  ranged  from  80  to  100%.  Total  disagreement
as  resolved  by  discussion  between  the  reviewers.
esults
dentiﬁcation of precision criteria in
9 selected randomized controlled trials
he  19  RCTs  studies  that  we  analysed  originated  from  dif-
erent  countries  (two  from  South  America,  two  from  The
etherlands,  ﬁve  from  Sweden  and  10  from  the  USA).
ll  the  studies  compared  a group  of  HF  patients  beneﬁt-
ng  from  a  patient  education  intervention  with  a  control
roup  receiving  usual  care.  The  studies  involved  4662  HF
atients  (mean  age  62.3  years;  sex  ratio  women/men  0.6).
atching  the  studies  with  the  list  of  precision  criteria,
e  found  that  most  fulﬁlled  the  main  sections  of  the  list,
hile  some  important  information  relating  to  patient  char-
cteristics  and  the  description  and  outcomes  of  the  TPE
ntervention  were  missing  (Table  2  and  Figs.  2—5).  Most  stud-
es  described:  patient  characteristics  (all  studies  [23—41]),
PE  programme  topics  (17  studies  [23—28,30—33,35—41]),
ntervention  modalities  (17  studies  [23—28,30—33,35—41]),
utcome  measures  (all  studies  [23—41]) and  follow-up
odalities  (18  studies  [23—30,32—41]).  The  most  frequent
nformation  delivered  by  the  studies  is  given  in  Table  2.  How-
ver,  some  information  that  we  consider  ought  to  have  been
ncluded  in  the  studies  did  not  appear  at  all  or  appeared  in
nly  a  few  studies.
Concerning  ‘patient  characteristics  and  needs’  (group
 characteristics),  only  three  studies  [24,26,37]  explored
atient  health  literacy,  two  explored  cognitive  status
37,38],  ﬁve  explored  prior  knowledge  of  HF  [25—27,32,33]
nd  two  explored  self-care  behaviour  [25,41].  Only  eight
tudies  mentioned  the  patient’s  socioeconomic  status
24—26,33,37,38,40,41]  and  nine  mentioned  the  patient’s
amily  status  (not  living  alone)  [27,31,33,36—41].  No  study
sked  about  the  patient’s  perception  of  TPE  usefulness
nd  the  existence  of  a  personal  project.  Record  keep-
ng  (one  study:  [24]),  smoking  and  alcohol  cessation  (ﬁve
tudies  [25,32,33,37,40]),  family  support  (three  studies
23,35,36]),  social  functioning  (three  studies  [35,37,40]),
reventive  behaviours  (one  study:  [37])  and  management
f  co-morbidities  were  seldom  mentioned.  Better  commu-
ication  with  the  health  care  provider  was  never  cited.The  number  of  TPE  sessions  and  their  duration  were
peciﬁed  in  some  studies,  while  only  ﬁve  publications
23,24,37—39]  referred  to  the  educational  theories  on  which
he  intervention  was  based.  The  categories  of  educators
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Table  1  List  of  elements  to  be  considered  in  studies  on  therapeutic  patient  education  in  heart  failure.
Patient  characteristics  (using
interview,  questionnaires,
educational  diagnosis,  etc.)
Age,  sex,  ethnicity,  socioeconomical  status
Family  status
Clinical  status  (weight,  BMI,  BP,  blood  chemistry,  HF  severity,  treatment,
number/duration  of  hospitalizations),  aetiology,  co-morbidities
Educational  proﬁle,  cognitive  status,  culture  and  values,  health  literacy
Educational  needs  related  to  HF  (prior  knowledge,  health  belief,  self-care
behaviour,  practice,  preventive  behaviours,  record  keeping,  etc.),  patient’s
perception  of  TPE  usefulness
Existence  of  patient’s  personal  project
Psychosocial  status  (depression,  anxiety,  self  efﬁcacy)
Educational  aims  of  the  TPE
programme
Knowledge  (disease,  treatment,  etc.)
Self  management:  daily  self  care  and  monitoring,  salt  and  food  restriction,
crisis  management
Physical  activity
Better  use  of  medical  resources
Quality  criteria  of  the  TPE
programme
TPE  strategy/format  (face-to-face,  group  teaching,  group  and  face-to-face,
with  or  for  family  members,  web/telephone)
Educational  techniques  used,  educational  theories  on  which  the  educational
techniques  are  based  (oral  presentation,  video,  CAI,  problem-based  learning,
interactive  teaching,  group  discussion,  ‘Photolangage’,  role-play,  metaplan,
motivational  interviewing,  outside  activities,  food  preparation,  cooking,
reading  food  labels)
Educational  tools  used  (notebook  and  tools  for  educational  diagnosis,  DVD,  CAI,
CD,  telephone,  diagrams,  slides,  ﬂipcharts,  games,  pill  boxes,  coloured
stickers,  empty  boxes,  diet  games,  food  cards,  etc.);  tools  used  by  the  patient
(booklets,  notebooks,  newsletters,  cards  with  warning  symptoms,  action  plans,
handbooks,  patient’s  health  records,  etc.)
Involvement  of  lay  patients  and  patient  associations  with  conception  and
validation  of  the  TPE  programme  and  educational  tools
TPE  programme  duration
Educators’  typology  (cardiologists,  general  practitioners,  nurses,  pharmacists,
dieticians,  physiotherapists,  etc.)  and  their  training  in  TPE  methodology
Location  of  the  educational  process  (hospital,  CHF  centres,  ambulatory
settings,  community  settings,  primary  health  care,  home  visits,  pharmacy)
Evaluation  methodology  and
outcomes  measures
Outcomes  (number  of  hospital  readmissions,  improvement  in  NYHA  symptoms,
reduction  in  mortality,  health  costs,  cost-effectiveness  of  the  TPE  programme)
Behavioural  changes,  self-care  and  self-monitoring  (self  weighing,  checking
ankles,  sodium  restriction,  physical  activity,  compliance  with  medications  and
treatment,  following  an  action  plan  when  symptoms  worsen,  diuretic  self
adjustment,  etc.)
Knowledge  acquired  by  the  patient  (knowledge  of  HF,  knowledge  of  treatment,
etc.)
Psychosocial  status  and  social  functioning  (depression,  anxiety,  QOL,  family
support,  communication  with  the  physician,  etc.)
Patient  adherence  to  the  TPE  programme,  patient  and  educator  satisfaction
with  the  TPE  programme
 inst
 pati
e
aBMI: body mass index; BP: blood pressure; CAI: computer-assisted
New York Heart Association; QOL: quality of life; TPE: therapeutic
were  generally  cited,  but  only  four  studies  [24,25,38,39]
mentioned  their  previous  training  in  TPE  methodology.In  the  evaluation  of  the  TPE  programmes  and  outcomes,
clinical  status  after  education  was  taken  into  account  by
only  four  studies  [25,27,32,40].  Reduction  in  mortality  after
[
w
oruction; CHF: congestive heart failure; HF: heart failure; NYHA:
ent education.
ducation  was  cited  by  ﬁve  studies  [26—28,32,34],  patient
dherence  to  the  programme  was  cited  by  four  studies
23,29,39,40], patient  satisfaction  with  the  TPE  programme
as  cited  by  two  studies  [39,40]  and  the  cost-effectiveness
f  TPE  was  cited  by  just  by  one  study  [32].
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Concerning  reinforcement  interventions,  only  three  stud-
es  mentioned  telephone  calls  [24,30,41],  and  one  [41]
entioned  booster  sessions  or  recalls.
iscussion
n  the  past  10  years,  the  quality  of  research  into  patient  edu-
ation  has  been  seen  to  improve,  especially  in  the  ﬁeld  of  HF.
 study  of  the  development  of  publications  on  patient  edu-
ation  in  chronic  diseases  [42]  showed  that  the  proportion  of
CTs  and  meta-analyses  is  more  important  in  studies  on  TPE
han  in  those  on  chronic  diseases,  maybe  because  of  the  rel-
tively  small  sampling  size  in  each  study.  However,  according
o  Pino  et  al.  [11],  the  assessment  of  educational  interven-
ions  published  in  the  last  10  years  accounts  for  20%  of  the
ublished  results  of  RCTs.  Multicentre  longitudinal  studies
4,5],  qualitative  studies  and  even  qualitative  meta-analyses
43]  have  been  added  to  the  panoply  of  research  protocols
or  a  better  understanding  of  the  efﬁcacy  and  efﬁciency  of
PE  in  HF.
d
c
t
pntrolled trial; TPE: therapeutic patient education.
We  actually  consider,  as  do  other  authors  (Ditewig  et  al.
7],  Yehle  and  Plake  [8], Gonseth  et  al.  [10]  and  Wakeﬁeld
t  al.  [12]),  that  the  problem  with  the  quality  of  the  research
n  this  ﬁeld  does  not  lie  in  the  research  design  used,  but
ather  in  the  degree  of  precision  with  which  the  researchers
xplore  all  the  relevant  aspects  of  the  relationship  between
F  and  TPE  and  report  them  in  the  articles;  this  is  crucial  in
rder  to  be  able  to  compare  what  is  really  comparable.  This
s  problematic,  especially  in  meta-analyses  that  combine
ery  different  studies  [44,45], mixing  data  on  face-to-face
ducation  and  phone-call-based  ‘education’’,  long-term  TPE
rogrammes  and  just-one-shot  predischarge  programmes,
tc.  This  approach  leads  to  really  questionable  results  and
s  partly  responsible  for  the  lack  of  development  of  TPE  in
veryday  practice,  despite  some  really  impressive  studies.
In  the  19  RCTs,  we  found  that  the  major  elements  that
escribe  a  TPE  programme  in  HF  (patient  characteristics,
ontent  of  the  TPE  programme,  intervention  modalities,
ype  of  educators,  outcomes  measures)  were  globally
resent.  But  some  other  very  important  information  was
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Table  2 Review  of  information  occurring  frequently,  less  frequently  or  absent  in  19  randomized  controlled  trials  on  therapeutic  patient  education  in  heart  failure,
according  to  the  list  of  precision  criteria.
Sections  Frequent  (≥  10  studies) Less  frequent  (<  10  studies) Absent
Patient  characteristics Age  and  sex:  all  studies  [23—41] Socioeconomic  status:  8  studies
[24—26,33,37,38,40,41]
Patient’s  perceptions  of  TPE
usefulness
Clinical  HF  status,  treatment:  11  studies
[23—27,31—34,37,41]
Ethnicity:  7  studies  [24,25,27,32,33,37,41] Patient’s  personal  project
Co-morbidities:  13  studies
[23,24,26—30,33,36—38,40,41]
Family  status,  not  living  alone:  9  studies
[27,31,33,36—41]
Educational  and  cultural  proﬁle:  11  studies
[25—27,31,33,36—41]
Smoking  and  alcohol  cessation:  5  studies
[25,32,33,37,40]
Patient’s  cognitive  status:  2  studies  [37,38]
Patient’s  health  literacy:  3  studies
[24,26,37]
Educational  needs  of  the  patient  related  to
HF  (patient’s  self-care  behaviour:  2  studies
[25,41];  patient’s  prior  knowledge  of  HF:
5  studies  [25—27,32,33];  patient’s  record
keeping:  1  study  [24];  patient’s  preventive
behaviours:  1  study  [37])
Psychosocial  status  (social  functioning:  3
studies  [35,37,40]; family  support:  3  studies
[23,35,36]
Educational  objectives,  TPE
programme  topics
Knowledge  of  the  disease  (signs  and  symptoms:
10  studies  [23,25,30,32,34—37,40,41]);
medication  review  and  side  effects:  11  studies
[23—26,32—36,40,41])
Salt  restriction:  8  studies
[24,25,27,30,32,34,35,40]
Better  use  of  medical
resources
Self  monitoring:  17  studies
[23—26,28—30,32—41]
Physical  activity:  9  studies
[24,25,28,30,32,33,35,39,40]
Self  management:  all  studies  [23—41]
Intervention  characteristics  TPE  strategy/format:  15  studies
[23—27,30—33,35—39,41]
Educational  theories  on  which  intervention
is  based:  5  studies  [23,24,37—39]
Participation  of  lay  patients
Educational  techniques  used:  16  studies
[23—28,30—34,36,37,39—41]
Duration  of  TPE  sessions:  8  studies
[23,24,26,32,35,37,38,41]
Educational  material  used:  16  studies
[23—28,30—34,36,37,39—41]
Training  educators  in  TPE  methodology:
4  studies  [24,25,38,39]
Length  of  TPE  programme  (number  of  TPE
sessions:  10  studies
[23,24,26,30,32,34,35,37,38,41]
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Table  2  (Continued)
Sections  Frequent  (≥  10  studies)  Less  frequent  (<  10  studies)  Absent
Educators’  professional  proﬁles:  18  studies
[23—33,35—41]
Place  of  education:  all  studies  [23—41]
Outcome  measures  Behavioural  changes  in  self-care  and
self-monitoring:  11  studies
[23—25,27,28,30,32,36,37,40,41]
Clinical  outcomes:  4  studies  [25,27,32,40]  Better  communication  with
physician  and  other  health
care  providers
Knowledge  acquired:  10  studies
[23—27,31,33—35,40]
Reduction  in  mortality:  5  studies
[26—28,32,34]
Psychosocial  status  and  functioning:  10  studies
[23,24,26,29,30,35,37,38,40,41]
Better  use  of  medical  resources:  7  studies
[25,26,28,32,34,35,40]
Patient’s  adherence  to  the  TPE  programme:
4  studies  [23,29,39,40]
Patient  and  educator  satisfaction:  2  studies
[39,40]
Health  costs,  cost-effectiveness  of  the  TPE
programme:  1  study  [32]
HF: heart failure; TPE: therapeutic patient education.
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TFigure 2. Deﬁnition of population characteristics in the selected
missing  in  the  majority  of  the  studies  we  considered.  This
lack  of  precision  concerns  a  number  of  elements,  which  are
detailed  below.
Population characteristics
Educational  needs
It  is  essential  to  explore  what  the  patient  knows  about  their
disease  (ﬁve  studies)  and  their  previous  self-care  practice
(two  studies).  Items  exploring  these  subjects  appeared  in
a  few  studies  only,  although  cognitive  psychology  stresses
the  importance  in  adult  education  of  building  new  knowl-
edge  on  the  scaffolding  of  prior  knowledge  and  existing
competencies.Health  literacy
The  educational  and  cultural  proﬁles  of  the  patients  were
assessed  in  three  studies.  However,  it  is  essential  to  take
into  account  the  patient’s  health  literacy  and  description  of
c
s
a
i
Figure 3. Deﬁnition of educational aims in the selected articles (four les. SES: socioeconomic status.
he  disease,  as  both  are  known  to  strongly  inﬂuence  self-
anagement  capabilities  [20,46].
herapeutic  patient  education  expectations  and
lans  for  the  future
atient  education  can  also  fail  if  the  educators  neglect  to
xplore  the  patient’s  attitude,  expectation  and/or  scepti-
ism  towards  the  programme  itself.  The  patient’s  plans  and
rojects  for  the  future  are  among  the  most  powerful  sources
f  motivation  for  self-management,  which  the  educators
ust  identify  and  mobilize  in  order  to  reinforce  the  patient’s
ill  [47].
sychosocial  status
he  patient’s  capabilities  regarding  management  of  self-
are  and  self-monitoring  are  also  linked  to  psychosocial
tatus;  the  educators  must,  therefore,  evaluate  these
spects  before  training.  In  our  review,  only  two  stud-
es  explored  this  dimension.  Depression  and  anxiety,  for
items).
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eigure 4. Deﬁnition of quality criteria concerning therapeutic pa
xample,  ‘may  interfere  with  the  ability  to  learn’  according
o  Riegel  et  al.  [20].
We  also  observed  that  only  nine  RCTs  reported  whether
he  patient  lived  alone,  despite  it  being  known  that  ‘social
upport  from  family,  friends  and  providers  is  associated  with
etter  medication  adherence  and  lower  readmission  rates’,
s  reported  by  Riegel  et  al.  [20].
As  pointed  out  by  Yehle  and  Plake  [8],  self-efﬁcacy  also
lays  a  central  role  in  the  self-care  learning  process  and  poor
elf-esteem,  as  well  as  an  external  locus  of  control,  may  also
e  barriers  to  patient  education.
o-morbidities
reater  attention  should  be  paid  in  studies  to  HF  patients’
o-morbidities,  as  pointed  out  by  several  authors  [20,43,48].
ien  et  al.  [49]  reported  that  the  presence  of  co-morbidities
akes  self-care  more  difﬁcult  and  therefore  complicates
ducation.
I
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igure 5. Deﬁnition of evaluation methodology and outcomes measure
ducation.education (TPE) programme in the selected articles (seven items).
herapeutic patient education programme
ethodology
he  strategy  format  was  generally  mentioned  (the  length
nd  duration  of  TPE  sessions  less  frequently),  as  well  as
he  educational  techniques  material  and  tools  used,  but  the
escription  of  educational  theories  on  which  the  interven-
ion  is  based  was  missing;  it  could  bring  additional  value
o  the  research.  Future  studies  should  also  mention  the
ventual  participation  of  lay  patients  (which  is  not  the  case
ere).
utcomes evaluationt  was  quite  surprising  to  observe  that  outcomes  such  as  sat-
sfaction  and  patient  adherence  to  a  TPE  programme  were
entioned  in  only  two  and  four  studies,  respectively.  Some
spects  related  to  psychosocial  functioning,  such  as  health
s in the preselected articles (ﬁve items). TPE: therapeutic patient
ies  p
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perception  and  quality  of  patient  communication  with  the
physician  and  other  health  providers,  were  also  speciﬁed
rarely.  Finally,  only  four  studies  detailed  the  type  of  follow-
up  adopted  for  the  educated  patients  (i.e.  booster  sessions,
recalls,  telephone  follow-up).
Patient  education  has  been  developed  since  the  1980s  for
many  chronic  diseases,  including  congestive  heart  failure,
but  it  is  still  considered  as  a  ‘new  approach’  to  management
and  therapy;  this  has  led  a  growing  number  of  studies  to  try
to  demonstrate  the  efﬁcacy  and  efﬁciency  of  TPE.
On  the  other  hand,  TPE  studies  have  kept  a  ‘pioneering’
character,  positioning  themselves  at  the  boundary  between
two  types  of  research  design:  the  ‘evidence-based’  and
‘human  sciences’  models.
Studies  trying  to  demonstrate  the  efﬁcacy  of  TPE  on
patient  morbidity  (typically  RCTs)  generally  adopt  the
‘evidence-based’  model,  applying  protocols  similar  to  those
used  for  biopharmacological  research.  In  such  research,  the
details  of  the  patient’s  psychosocial  and  cultural  charac-
teristics  and  needs,  and  of  the  educational  methodology
used  are  generally  limited,  while  the  clinical  and  statistical
aspects  of  the  study  are  much  more  developed.  Despite  the
fact  that  patient  education  is  now  considered  as  part  of  the
extended  CONSORT  statement  on  RCTs  of  non-pharmacologic
treatment  [50],  TPE  intervention  cannot  be  compared  with
drug  administration  because  ‘educational  interventions  are
complex,  involve  several  components  and  are,  therefore,
difﬁcult  to  describe,  to  standardize  and  reproduce’  [11].
Moreover,  according  to  Pino  et  al.  [11],  space  constraints  in
scientiﬁc  journals  may  also  limit  the  full  description  of  the
educational  intervention.
This  predominance  of  quantitative  methods  of  investiga-
tion  is  also  problematic  because  TPE  produces  a  complex
psychocognitive  change  in  the  patient,  which  leads  to
effects  on  health  or  management  of  the  disease  that  are
observable  in  the  short  term  but  diluted  in  the  long  term
[17]  or,  on  the  contrary,  take  several  years  to  appear.
Time  constraints  imposed  on  scientiﬁc  production  are  often
incompatible  with  the  patience  required  for  long-term
observation.
By  comparison,  ‘human  sciences-oriented’  studies  pay
more  attention  to  the  contextual  characteristics  of  the
patients  and  are  more  precise  in  describing  how  they  have
been  educated.  In  such  a  research  model,  important  empha-
sis  is  also  put  on  the  different  barriers  (geographical,
economical,  social,  cultural,  cognitive)  that  the  patient  is
faced  with,  which  can  limit  accessibility  to  TPE.
Future  protocols  should  adopt  a  combination  of  these
two  approaches.  But  the  main  problem  for  the  comparison,
reproducibility  and  generalization  of  the  results  remains  the
lack  of  precise  description  of  the  programmes.  The  educa-
tional  interventions  in  RCTs  remain  ‘poorly  described’  [11].
Study limitations
One  limitation  of  this  review  is  the  fact  that  it  only  covers
8  years  of  published  publications.  Another  limitation  lies  in
the  restricted  number  of  RCTs  (n  =  19),  which  makes  gen-
eralization  of  results  difﬁcult;  furthermore,  we  are  aware
that  other  high-quality  studies  on  TPE  in  HF  do  not  use  the
RCT  design.  Given  that  it  resulted  from  a  synthesis  of  rec-
ommendations  published  on  TPE  in  HF,  the  list  of  ‘precisionrecise  enough?  337
riteria’  drawn  up  by  consensus  between  the  authors  is  not  a
alidated  instrument  for  assessing  the  methodological  qual-
ty  of  future  studies,  but  it  might  help  research  in  this  ﬁeld
nd  could  be  completed  by  other  authors.
onclusion
oday,  a  large  number  of  studies  still  assess  the  positive
ffects  of  TPE  in  HF.  While  most  research  is  still  interested
n  the  efﬁcacy  of  TPE,  many  other  studies  focus  on  assess-
ng  its  efﬁciency,  which  represents  an  actual  evolution.  In
his  regard,  studies  should  be  very  precise,  not  only  in  the
escription  of  the  HF  patient’s  characteristics,  which  from
ow  on  should  include  cognitive,  cultural,  social  and  psy-
hological  information,  but  also  the  evaluation  of  outcomes,
aking  in  account  psychosocial  issues.
Research  into  how  TPE  may  help  HF  patients  will  be
mproved  if  more  precise  descriptions  of  the  patients,  edu-
ational  methodology  and  evaluation  protocols  are  given  by
he  authors,  ideally  provided  in  a  standardized  format.
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